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1682-606X/Copyright ª 2015, TaiwanAbstract An 87-year-old man experiencing abrupt and severe lower abdominal pain was
found to have a pulsatile right hip mass. An abdominal computed tomography scan demon-
strated that a portion of the redundant urinary bladder was herniating through the right sciatic
foramen and into the right gluteus maximus muscle. Laparoscopic transabdominal extraperito-
neal repair with a synthetic mesh plug was performed. The patient recovered uneventfully,
without recurrence during 3 years of follow-up. The pathogenesis, clinical manifestation, im-
aging studies, and treatment of sciatic hernia were reviewed.
Copyright ª 2015, Taiwan Surgical Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Sciatic hernia is a rare hernia that is difficult to diagnose
because of its development in the pelvic area through the
sciatic foramen. Detection of this type of hernia is chal-
lenging for clinicians because of its typical occult positionr declares no conflicts of
eneral Surgery, Department
pei City Hospital, 33, Section
ict, Taipei 10065, Taiwan.
o.com.tw.
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Surgical Association. Published byunder the larger gluteus muscle that overlays across the
back of the pelvis. Symptoms are dependent on the organs
that are contained within the hernia, such as bowels, ure-
ter, bladder, ovary, fallopian tube, or colon. Symptoms,
including abdominal pain, pelvic pain, sciatic pain, and
urinary retention, often accompany various complications,
such as bowel obstruction, nerve entrapment, and
obstructive uropathy. Sciatic hernia can affect children and
adults, but women are at a greater risk because they tend
to have wider pelvic bones and sciatic foramen. As women
age, the pelvis widens. Multiple pregnancies can also
weaken the abdomen and pelvic muscles. Illnesses that
affect and weaken the pelvic bones and muscles can also
increase the risk of sciatic hernia. Chronic illnesses such asElsevier Taiwan LLC. All rights reserved.
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sneezing can lead to an opening in the abdominal wall to
the pelvis, thereby increasing the risk of a sciatic hernia.Figure 1 Abdominal computed tomography scan showing a
redundant portion of urinary bladder herniated through right
sciatic foremen into the right gluteus maximus muscle. (1)
Head of femoral bone. (2) Ischial bone. (3) Sac containing the
herniated part of the urinary bladder. (4) Right gluteal max-
imus muscle. (5) Sacral bone. (6) Right greater sciatic foramen.
Note the double-layer structure of the invaginated perito-
neum. (7) Urinary bladder.
Figure 2 Illustration of the locations of port placements. (A)
The umbilical port, 10 mm, for the laparoscope. (B) The right
lower abdominal port, 10 mm, for the surgeon’s right hand
instrument. (C) The left lower abdominal port, 5 mm, for the
surgeon’s left hand instrument.2. Case report
An 87-year-old man presented with abrupt, severe lower
abdominal pain and a pulsatile right hip mass. The patient
had had chronic obstructive pulmonary disease and benign
prostate hyperplasia for more than 2 decades. The patient
had frequent bursts of vigorous productive coughing asso-
ciated with his chronic obstructive pulmonary disease. He
also experienced poor urinary function with frequency,
hesitation, nocturia, and posturination abdominal pain. He
denied a history of major surgery or trauma. On the day of
hospitalization, he experienced extreme pain over his
lower abdomen after a vigorous coughing spell in the
morning. The patient stated that this was a new pain for
him that persisted with associated nausea. The symptoms
increased after urinating. He complained of general mal-
aise and weakness, as well as bladder fullness and urgency
to urinate, but could void only small amounts of urine at a
time. The patient stated that as he lay in bed in the right
decubitus position, he felt a soft lump over his right hip.
The mass was oval in shape, and the size of a medium
chicken egg. The mass could be pressed into a flat surface
by finger compression. On arrival at the emergency
department, his body temperature was 36.2C blood pres-
sure was 156/89 mmHg, heart rate was 105 beats/min, and
respiratory rate was 20 breaths/min. Physical examination
revealed a soft and flat abdomen, and normoactive bowel
sounds in all four quadrants with no tympany. Mild
tenderness was present over the suprapubic region without
guarding, rigidity, or rebounding pain. No mass was
palpated over the abdomen. A soft but tender oval mass
was palpated at the right hip just posterosuperior to the
right greater trochanter. The mass protruded when the
patient coughed or with an increase in the patient’s intra-
abdominal pressure. The mass retracted slightly into the
hip when the patient relaxed his abdomen. The maximal
size of the pulsatile mass measured 3.5 cm  3.5 cm. Blood
tests and urine analysis were within normal limits. Plain
abdominal film showed no dilated bowel loops and was read
as negative. Because of the discrepancy of his clinical
presentation, a computed tomography (CT) scan was ob-
tained. The results of the CT scan demonstrated three
cystic masses connecting the urinary bladder; one
measured 5.7 cm  6.4 cm at the superior aspect and the
other was 5.6 cm  3.8 cm at the left posterior aspect with
internal stones of which the largest measured 1.1 cm. The
third mass measured 5.0 cm  3.1 cm, and was observed at
the right posterior aspect herniating through the right
sciatic foramen into the anterior aspect of the right gluteus
maximus muscle (Fig. 1). A thick double-layer structure of
peritoneum was observed around the herniated sac, as
compared with a thin single layer at the left side of the
urinary bladder. Based on the clinical presentation and CT
findings, an incarcerated sciatic hernia was diagnosed and
the patient underwent emergency surgery. Under laparos-
copy (Fig. 2), a portion of the redundant and flaccid urinary
bladder was noted to herniate through a defect at the right
78 Y.-C. Chenposterior aspect of the pelvic floor (Fig. 3). With the
assistance of external manual massage at the right hip, the
herniated portion of the urinary bladder was removed from
the sciatic foramen under the traction of a laparoscopic
grasper (Fig. 4). No ischemic change occurred in the
incarcerated portion of the urinary bladder. The redundant
peritoneum of the hernia defect was dissected. A hand-
shaped mesh was extraperitoneally placed into the defect
and fixed to the preperitoneum with metal clips. The
peritoneum was then closed using hand-sutured stitches.
The redundant urinary bladder was then fixed to the pubis
to avoid recurrence of herniation. The patient recovered
uneventfully and was discharged 1 week later. During a
postoperative follow-up visit, the patient’s posturination
abdominal pain had resolved, but he continued to complain
of urinary frequency and hesitancy. No recurrence of his
sciatic hernia occurred, as determined after 3-year follow-
up by phone.Figure 4 The herniated part of the urinary bladder had been
grasped and pulled out of the right sciatic foramen by lapa-
roscopic forceps. (1) Urinary bladder. (2) Transverse abdominis
muscle. (3) Iliopubic tract. (4) Retrieved herniated part of the
urinary bladder. (5) Peritoneal orifice of the sciatic hernia. (6)
External iliac vessels. (7) Umbilical artery. (8) Internal inguinal
ring. (9) Rectus abdominis muscle. (10) Inferior epigastric
vessels.Supplementary data
Supplementary data related to this article can be found at
http://dx.doi.org/10.1016/j.fjs.2014.12.003
3. Discussion
Pelvic floor hernias include inguinal, obturator, perineal,
and sciatic hernias. Sciatic hernia is the rarest type and
often causes diagnostic difficulty for a clinician. Only 99
cases were reported in the past century.1 Sciatic hernia is
also known as sacrosciatic hernia, ischiatic hernia, gluteal
hernia, and ischiocele. It was first described by Papen in
1750 and recorded by Verdier in 1753.2 Sciatic hernia is an
anatomic defect that is the result of piriformis muscle at-
rophy. Currently, it is defined as a protrusion of theFigure 3 The redundant part of the urinary bladder herni-
ated through peritoneum into the right sciatic foramen. (1)
Urinary bladder. (2) Transverse abdominis muscle. (3) Iliopubic
tract. (4) Herniated part of the urinary bladder (broken line).
(5) Peritoneal orifice of the sciatic hernia. (6) External iliac
vessels. (7) Umbilical artery. (8) Internal inguinal ring. (9)
Rectus abdominis muscle. (10) Inferior epigastric vessels.peritoneal sac and its visceral contents through either the
greater or lesser sciatic foramen. It has been reported in
adults and children. Approximately 20% of cases are
younger than 6 years; therefore, it is suggested that
congenital defects in the development of piriformis mus-
cles or pelvic bones may be one of the causes of sciatic
hernia. Most cases of sciatic hernia in adults are in women
(77%), of whom more than one-third are older than 60
years.1,3,4 Sciatic hernia is postulated to develop more
often in older women because of their relatively large
pelvis and sciatic foramen, and possibly because of sagging
pelvic muscles caused by multiple pregnancies. The re-
ported sac contents in descending order of frequency are
ovary, ureter, small intestine, colon, neoplasm, omentum,
and urinary bladder. Abdominal pain is the most frequent
symptom for affected patients (50%),1 followed by sciatica,
intestinal obstruction, urinary obstruction, and chronic
pelvic pain, in descending order of frequency.1,5e8 Ureteric
obstruction can occur when a segment of ureter is pushed
into the hernia sac. Sciatica occurs as a result of
compression of the sciatic nerve by the bulky herniated sac,
which contains other viscera.5,9 Patients rarely show
symptoms (e.g., bulges, protrusions, or saccules) because
the hernia sac is relatively small compared with the massive
overlying gluteus maximus muscle. Most patients with pel-
vic hernias complain of pain, pressure, or a pulling sensa-
tion. Patients with sciatic hernias commonly experience
symptoms of abdominal, pelvic, low back, or posterior thigh
pain. The patient in this case study specifically described
posturination lower abdominal pain, which was exagger-
ated by vigorous coughing. He had no thigh pain and no low
back pain, even when he palpated the bulging herniation on
his right hip. The posturination abdominal pain may have
been caused by traction of the incarcerated part of the
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in size. The patient did not have sciatica because the her-
niated contents (i.e., bladder with urine) were flexible and
variable in shape and contour compared with other rela-
tively solid organs. Therefore, the soft herniation did not
substantially compress the sciatic nerve in the sciatic fo-
ramen, and no sciatica was present. The hernia sac most
commonly contains the small bowel; however, the hernia
sac in this patient unusually contained a portion of the
urinary bladder. It was postulated that the flaccid and
redundant urinary bladder of the patient effectively pro-
tected the small bowel from herniating into the sciatic
defect because it was located at a position lower than the
small bowel and was stretched enough to act as a wide
covering of the defect of the sciatic hernia. Diagnosis of
sciatic hernias by physical examination alone is possible
only in rare cases, which typically present a hip mass. Im-
aging studies are typically necessary to confirm the suspi-
cion of a sciatic hernia. Although abdominal plain film
studies, enterography, intravenous pyelography, and cys-
tography have been reported as helpful in diagnosing sciatic
hernias, they have not been proven definite. Currently, CT
and magnetic resonance imaging are the most commonly
used modalities for definite diagnosis, particularly if the
sciatic nerve is involved.10 However, if the hernia appears
only in a dependent position, such modalities may lead to a
false-negative result. Ultrasonography is beneficial for real-
time assessment of suspicious cases, with the patient in a
dependent position, to reduce the risk of negating this type
of rare but critical hernia. Traditional hernia sac ligation
and approximation of the piriformis muscle to the perios-
teum of the sciatic notch have a high recurrence rate for
sciatic hernia. Presently, tension-free synthetic mesh plugs
have been widely applied to close all types of hernia,
including sciatic hernias. Laparoscopy is used to repair
sciatic hernias with a synthetic mesh plug by using a
transperitoneal approach. The synthetic mesh is reper-
itonized to minimize intra-abdominal adhesion. Laparos-
copy assists during surgery for inguinal hernias by providing
superior visualization of the pelvis. The pneumo-
peritoneum, created by insufflation of carbon dioxide, may
also help demonstrate sciatic hernias when the hernia sac is
inflated to the fullest extent. However, the hernia sac of
the patient in this study was firmly plugged with redundant
bladder, leaving no slit for influx of carbon dioxide.
Combining external manual massage with traction oflaparoscopic forceps helped pull the incarcerated urinary
bladder back into the peritoneal cavity. The redundant
urinary bladder was fixed to the pubis with several unab-
sorbable stitches to prevent recurrence.
In conclusion, sciatic hernia is rare, and often not
included in a differential diagnosis of acute abdomen, thus
presenting a higher risk of morbidity and mortality. It is
recommended that all patients presenting with nonspecific
abdominal or pelvic pain associated with an ipsilateral
gluteal swelling should be thoroughly studied for the pos-
sibility of sciatic hernia, particularly in emaciated elderly
people with ileus. For patients who are highly suspected of
having a sciatic hernia but have negative CT or magnetic
resonance imaging findings, real-time positional studies of
ultrasonography may be useful in confirming a diagnosis.
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